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INTRODUCTION
Interpersonal behaviour is the most common issue studied in the area of psychopathology, while interpersonal problems are usually considered an outcome to be considered pre-or post treatment. However, these problems may reflect personality traits or personality disorders related to the developmental process within the attachment system; (1) for example, insecure attachment may reveal itself interpersonally when a person shows domineering/controlling, vindictive, cold, socially avoidant or non-assertive behaviour, or it may correspond to ephemeral problems related to an existing psychopathology such as major depression, anxiety disorders, adjustment reaction and psychotic disorders. With regard to clinical disorder, whether or not it is regarded as cause or effect, interpersonal problems always become one of the targets of treatment.
In order to demonstrate the effectiveness of any given treatment in reducing patients' interpersonal problems, a valid and reliable measurement needs to be employed. To serve this purpose, a number of measurements assessing interpersonal styles, behaviours, motives and problems have been developed. (2) (3) (4) Horowitz et al developed the Inventory of Interpersonal Problems (IIP) in 1988, (5) based on the proposal of an interpersonal behaviour concept known as 'interpersonal circumplex' by Leary, (6) Benjamin (7, 8) and Wiggins, (9) in which interpersonal behaviours are arranged in a circular fashion, creating intersections on two axes -the control axis (domineering-submissive) and affiliation axis (hostile-friendly). According to Sullivan's theory, the intersection of the two axes creates a number of axes in each quadrant; however, only eight sub-axes were used ( Fig. 1 ).
Originally, common interpersonal problems were collected and an interpersonal inventory comprising 127 items was created, and Alden et al later used eight items for each octant (64 items for eight octants), starting with 'domineering' on the top, and moving counter-clockwise as follows: domineering/controlling, vindictive, cold, socially avoidant, non-assertive, overly accommodating, self sacrificing and intrusive, in which the related characteristics in adjacent octants were positively correlated while the negatively correlated octants were found opposite. This current IIP-64 was tested by Horowitz et al. (10, 11) In clinical application, the IIP-64 has been employed for when interpersonal styles or problems are of concern, especially in fields involving psychotherapy research. (12) (13) (14) (15) (16) (17) (18) The IIP-64 is
Interpersonal problems among psychiatric outpatients and non-clinical samples
The aims of this study were two-fold; to investigate the validity and reliability of the Thai version of the Inventory of Interpersonal Problems (IIP) and to compare the characteristics of the interpersonal problems experienced in a non-clinical sample and psychiatric outpatients.
MeThODs A total of 689 subjects (452 non-clinical sample and 237 psychiatric outpatients) completed the IIP-32 and sensitive to changes in brief psychotherapy, and it also helps distinguish between patients who are able to complete and those who drop out. (19) (20) (21) (22) (23) (24) (25) However, interpersonal difficulties require a longer period of time to improve. Studies have shown that it takes at least a year of treatment before any significant change becomes apparent. (14, 15, 26, 27) Recent findings by Bjerke et al, (28) who explored interpersonal problems in Norwegian psychiatric outpatients, found that those with the most severe problems, characterised by low assertiveness (low agency or control) that is related to high interpersonal distress, are also the most distressed with regard to interpersonal problems. Apart from using the IIP as an outcome measure, both forms (IIP-64 and IIP-32) can be used to screen for personality disorders, and have been found to be promising in a Spanish sample. (29) The aim of our research was to investigate the psychometric properties of the Thai version of the IIP, creating a norm reference for samples taken from all parts of the country. Furthermore, we aimed to compare the interpersonal problems found in three different samples: normative, depressive disorder and neurotic disorder (only anxiety and somatoform disorders were included) patients, and hypothesised that the patient sample would report more interpersonal problems, particularly on non-assertiveness, than the non-clinical sample. Moreover, the depressive disorders group was expected to report more interpersonal problems than the neurotic group.
MeThODs
A non-clinical sample of 452 subjects was recruited from the community, and a national survey using stratified sampling techniques was conducted in order to represent the Thai norm, with the stratification carried out according to the geographic The somatoform disorders recruited for this study included somatisation disorder and hypochondriasis; some also had comorbidity of anxiety disorder and somatoform disorder. Only anxiety and somatoform disorders were used to represent the neurotic group because these two disorders are common and we needed to combine both categories into the same neurotic group in order to balance the sample with the comparative major depressive disorder group.
Clinically stable patients were also invited to participate in the study, but potential participants were excluded if they revealed other diagnoses in addition to the abovementioned disorders, such as psychosis, bipolar or substance-related disorders.
In addition, participants with comorbidity were excluded, except for cases of comorbidity with anxiety and somatoform disorders. Among the recruited patients, 60% were females Those who score high in the 'self-sacrificing' scale are excessively affiliative, i.e. they regard themselves as warm, nurturant, kind, sympathetic and forgiving, whereas 'intrusive/needy' people tend to have difficulty with a 'friendly dominance' characteristic.
People with histrionic personality disorders score high on this scale, and often describe themselves as friendly, outgoing and sociable.
The version used in this study was translated into Thai in the following way. First, permission for translation was sought from the author of the IIP. Upon approval, the IIP was translated into the Thai language, after which a bilingual school teacher who was not familiar with the questionnaire back-translated the Thai version. The two versions were then compared and discrepancies discussed and re-processed until a consensus translation was obtained. A field test of 30 students and psychiatric patients who were attending psychotherapy at the centre and were not part of the wider study, was carried out with both the IIP-64 and IIP-32 questionnaires, in order to determine how well they understood the questions. All the test samples responded positively to the questionnaires; apart from a few corrections made in spelling and grammar, no major changes were carried out as part of the process.
The Symptom Checklist-90 (SCL-90) (32) is a self-reporting mechanism that contains 90 items covering psychological problems and symptom distress. Each item assesses symptom severity on a 5-point Likert scale, with 0 = not at all and 4 = extremely. The measurement reports nine symptom characteristics: somatisation; obsessive-compulsive; interpersonal sensitivity; hostility; depression; anxiety; paranoid ideation; phobic anxiety and psychoticism. For this study, the measurement tool was developed to be utilised on people aged 15-67 years. Using the SCL-90, abnormality can be analysed using the following two methods: (1) by combining the total score with the score for each dimension, and then converting the result into a standardised t-score, where a score > 60 is considered abnormal; and (2) by comparing the score for each dimension with the norm. (33) For this study, when measuring abnormality between genders, the total score and the score for each dimension were calculated for each gender in order to establish the t-scores. To measure the level of abnormality for each age group, the t-score was calculated according to the norm for each group. The
Thai version was tested for validity by using the known group technique, which has been found to show good results. According to Horowitz et al, a large general concern in the principal component analysis of IIP items is individual differences in style in response to the format of the questionnaire, rather than differences in perceived distress. (12, 36) As suggested by Alden et al, to account for this, each item score was ipsatised by calculating how much it deviated from the participant's mean scores across all items. (11) Thus, the ipsatised score indicates the extent to which a given subscale is problematic for the participant, relative to the other subscales. According to Paddock and Nowicki, the ipsatising procedure has also been shown to improve the circumplex properties of the interpersonal measures (37) when compared to the raw scores. Therefore, ipsatised scores were mainly used for data analysis in this study. Factor analysis was used to investigate the factor structure, while Pearson's correlation coefficients were used for concurrent validity with the SCL-90 and 16 PF variables, as well as to establish any association between the subscales for the IIP-64 and IIP-32 tests. An intra-class coefficient (ICC) was used to calculate the test-retest reliability, since it was thought to be more appropriate than Pearson's correlation coefficients. (38) The Statistical Package for the Social Sciences version 17 (SPSS Inc, Chicago, IL, USA) was used for all the analyses in this study. Tables I and II show the mean and standard deviation of the IIP scores, which ranged from 7.69 (for DO) to 12.82 (for NA), in the non-clinical sample using IIP-64, and from 3.97 (for DO) to 7.87 (for NA) for the clinical sample using IIP-32. On average, the IIP-64 scores of the Thai sample were higher than those of the sample (n = 800) in Horowitz et al's study conducted in the United States (US); (10) however, the highest subscale scores were comparable to those from the US sample, i.e. non-assertive, overly accommodating and self-sacrificing.
ResUlTs
In terms of reliability, Cronbach's alpha score for the 'raw' IIP was 0.74-0.82, while that for the overall IIP-64 was 0.74-0.95
and that for IIP-32 was 0.74-0.87 in the non-clinical sample. There was a significant gender difference in the CO and SS scores, and by age group, the VI, CO and SS scores were found to be significantly different from the rest of the groups (F 5.02, The group with major depressive disorders had significantly higher scores for DO, NA and SS than the neurotic group (t = −2.475, p = 0.014; t = −3.141, p = 0.002; t = −2.610, p = 0.010, respectively), except for VI, where the neurotic group scored higher than the major depressive group (t = 2.62, p = 0.009).
When comparing the normative and neurotic samples, there were differences in the scores for DO, CO and SI, where t = 2.50, p = 0.013; t = −2.93, p = 0.004; t = −3.03, p = 0.003, respectively (Fig. 3) .
DIsCUssION
The results from the Thai version of the IIP tests were consistent with other previous studies, such as the original version by Horowitz et al, as well as Dutch and Swedish versions of the IIP. (26, 40, 41) Our results were in line with those reported by
Weinryb et al, (41) in that the ipsatised data yielded two factors.
The two-factor model corresponded with the two orthogonal dimensions of control (dominance-submissive) and affiliation (friendly-hostile), as proposed by Wiggins (9) and other interpersonal theorists. (11, 12, 31) When comparing the IIP-64 from the normative sample and the IIP-32 from the clinical sample, we found a slightly similar structure despite the fact that there were higher scores for all the subscales in the clinical sample, indicating that both versions revealed construct validity across different samples.
It is worth noting that the internal consistency of the OA and IN subscales was found to be relatively low compared to the other subscales, especially for IIP-32. This has also been found in other IIP cross-cultural studies, including the original IIP, (26, 40, 41) and may be related to the relatively small number of items per subscale and a possible response bias. Our previous studies (42, 43) revealed the subscale reliability to be sensitive to negative or double-negative items, and both of these subscales contained such double-negative items; for example, item 1: 'It's hard for me with the original US sample, (10) and the coefficient was found to be 0.68 in the current study vs. 0.78 in the US sample; however, in the latter, the retest was carried out over a shorter period of time (median = 7 days), indicating that our Thai version is a comparable and reliable measure.
Using the SCL-90 and 16 PF tests, the IIP revealed that psychopathology was related more to the submissive style, as
shown by its negative correlation with the domineering style. This has been supported by previous studies. (44, 45) As expected, cold and socially inhibited behaviours, where individuals steer themselves away from social or interpersonal interaction, predicted the solitary behaviour of the self-reliance subscale. The opposite behaviour of social withdrawal is intrusive behaviour, which was found to be negatively correlated with self-reliance.
These results confirm the discriminatory validity of the IIP. The submissive area describes problems associated with a lack of self-confidence and self-esteem, with self-doubt and a lack of assertiveness, and also includes difficulties with taking the initiative and being the centre of attention. In addition, individuals in this area tend to put themselves at risk of being taken advantage of owing to their generosity and tendency to not take offence. These results have been supported by a number of other studies, which found that a submissive personality trait tends to lend itself to a risk of developing depression compared to other personality traits. (44, 45) A recent study by Bjerke et al (28) showed that psychiatric patients experience all octants of interpersonal problems, especially assertiveness. In a comparison between clinical groups, submissive and dominant styles played a more distinct role in the more significant depressive disorders than in neurotic disorders. It has been argued that a submissive behaviour is central to the aetiology of depression. (44) (45) (46) (47) Similarly, cognitive, (48) interpersonal (49) (50) (51) and psychodynamic models view submissive behaviour as a way to perceive relatedness, thus leading individuals to be vulnerable to depression. In addition, it is not only submissive factors that have an impact on depression; we found that cold behaviour also correlated significantly. Alden and Bieling (52) 
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